INTRODUCTION
Müller cysts are tumors that are created from the remnants of the sexual ducts of Müller, these may be visible in imaging studies, physical or surgical explorations.
1 Present up to 2-4% of the female population. 2 Phenotypic sexual differentiation, especially during the formation of the vulvovaginal and Müllerian systems is determined by genetic (46XX), gonadal and hormonal influences. To mention some associated hereditary alterations: camptobrachydactyly, hand-foot-genital, McKusick-Kaufman, Johanson-Blizzard, anomalies, renal-genital-middle ear, Fraser syndrome, uterine hernia syndrome, Mayer-Rokitansky-Küster syndrome-Hauser.
Even if their differentiation is interrupted early because of their interaction with the paramesonephric and metanephric systems they may coexist with renal alterations. Treatments based on puncture and aspiration with instillation of 5% tetracycline and povidone iodine have been described. Vaginal surgical approaches have also been proposed in these cases due to their location, as well as removal of the tumor in its entirety and vaginoplasty. 3, 4 
CASE REPORT
Authors present the case of a 22-year-old patient with a 13-year history of menarche, regular menstrual cycles, beginning of sexual life 18 years, 2 sexual partners, no previous pap smear, pregnancy 1, pregnancy 30.1 weeks per date of last menstruation type I, which comes for the first time with pregnancy of 30.1 weeks of gestation with obstetric type pain, without previous prenatal control. Physical examination revealed a 23-cm uterine fundus, palpable regular uterine activity, 3 contractions in 10 minutes, a fetal heart rate of 145 beats per minute, cephalic, free, to the vaginal touch with the presence of a tumor in the vaginal canal ( Figure 1 ) approximate dilation of 2 cm, speculoscopy is performed, finding protrusion of trans-parent membranes, normal rest. Figure 2 .
Continues in hospitalization with adequate fetal growth, with treatment for urinary tract infection, pulmonary maturity schemes, absolute rest, thromboprophylaxis, triggering at 30.2 weeks of gestation preterm labor that does not seat intravenous uteroinhibition with progression of modifications cervical to 6 cm, so an emergency caesarean section is performed, a product is obtained that breathes and cries at birth without apparent alterations.
Subsequently, magnetic resonance imaging was decided to improve the diagnostic impression of the tumor ( Figure  3 and 4) .
In the follow-up clinic at 2 weeks, the patient was asymptomatic, without abdominal pain, without urinary symptomatology, by speculoscopy with vaginal cysts after cesarean section only with a partial decrease in size, as well as the insertion of the vaginal cyst in the left anterolateral wall of the vagina in its proximal third, which is determined by clinical and Müller's defect image of the Muller cyst type 5. Continuous ambulatory monitoring. 
DISCUSSION
Müller's defects occur in up to 2-4% of the female population. With a history of abortions and infertility, their incidence increases 5-10%, 5-10% with recurrent miscarriages, 25% of late abortions or preterm delivery have Müllerian defects. Vaginal cystic masses have been reported for most of Müllerian origin in the anterior wall of the vagina during the second trimester of gestation and were originally diagnosed as cystocele. 2 Its manifestation can vary from a late menarche, sensation of vaginal bulge, with partial or complete obstruction of the outflow tract, pelvic pain, are usually asymptomatic until they present a miscarriage or premature delivery. 1 The most frequent location of vaginal cysts of Müllerian origin are usually detected mostly in the anterolateral wall of the vagina. 2 The diagnosis of these anterior vaginal wall masses is more accurately reported with an MRI and urethrocystoscopy, although initially transvaginal ultrasound is the most reliable. Among the differential diagnoses in this location are Gartner cysts, urethral diverticulum, emphysematous vaginitis, dermoid cyst. 2 When the Müller-derived cyst grows a lot it can distend the introitus, protruding into the vaginal canal, with dome morphology, the thin epithelium that covers it gives a translucent appearance, the palpation mass is usually tense and fluctuates, they may be 1-7 cm in diameter, these cysts usually have paramesonephric or mucinous columnar epithelium, although they may have any tissue of Müllerian, endocervical, endometrial or Fallopian origin. 4, 5 The indication of surgical treatment is presented if they are large and symptomatic. 5 In this situation the preterm labor had an indication of cesarean section due to vaginal obstruction and premature labor. 6 The risk of torsion of a vaginal cyst independent of the origin is around 5%. 7 In case of presenting some type of malignant degeneration these tumors require if they meet criteria of malignancy, cytology and biopsy to assess pregnancy resolution and subsequent surgical treatment depending on the quarter in which it is diagnosed. 8 Pregnancy care must continue according to the obstetric condition and the birth path, around triggering a premature delivery should take appropriate preventive measures to reduce the risk of the product. 9, 10 Renal anomalies can occur up to 30-40% and skeletal abnormalities up to 15% of patients, renal agenesis in 10-15% of patients with Müllerian anomalies, 5-8% have abnormal karyotypes, present 46XY normal female karyotype in a general way. 11, 12 Müller's anomalies are classified as obstructive rather than obstrictive. 13 The presence of hematometrocolpos is a consequence of the obstruction of the menstrual flow in the vagina.
14 Studies have been presented where these malformations are associated with cervical incompetence, however it occurs more frequently in the bicornuate uterus, as well as other anomalies of the fetal statics such as transverse situation, breech presentation, cephalic malposition.
15,16

CONCLUSION
Due to its low frequency but high impact on pregnancy, vaginal tumors are a diagnostic and therapeutic challenge. Because of their embryological origin, they should be detected and advised on their consequences. As a result, some other alterations may coexist, which is why complementary studies are essential. In the pregnancy protocol, the proper location of the cysts guides us to a specific embryological origin, as well as a preventive intervention can be planned in cases like this. These conditions can be mostly benign, however the clinic will guide us to rule out a tumor with potential malignant degeneration.
If these patients are asymptomatic, surgical intervention is not required, much less dur-ing pregnancy unless an obstetric indication for interruption is determined.
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